Introduction
The rapid rise in the rate of cesarean sections since the 1960s has prompted many studies of the causes of the increase and potential means of reducing the rate. Anderson First, the ICD-9 system proposed by Anderson and Lomas' (and tabulated by   Taffel et al. 3) was applied. In this hierarchy, repeat cesareans are placed into a single category. Primary cesareans are then allocated to one of four diagnosis groups in the following order: breech presentation, dystocia, fetal distress, and other indications. In a separate analysis, the clinical indications for primary cesarean section were obtained from chart review and allocated to categories designed to be comparable to the major ICD-9 diagnosis groups.7
Repeat cesareans were subjected to the same ICD-9 and clinical hierarchies as primary cesareans. In addition, we examined the ICD-9 codes and clinical indications of cases assigned to the other indications category and compiled a list of ICD-9 codes to distinguish indicated repeat cesareans from elective procedures7 (see Table 1 ).
Correlations between assigned ICD-9 diagnoses and clinical diagnoses were assessed with the kappa statistic. We identified problems arising from the use of ICD-9 codes for both primary and repeat cesarean sections.
Results
During calendar year 1992, 1899 cesarean sections for singleton pregnancies were performed. We Investigation of possible risk factors for vulvovaginal candidiasis should lead to an increased understanding of its pathogenesis, resulting in an improved ability to treat and prevent it. To date, oral contraceptives, sexual activity, antimicrobial use, and many other possible risk factors have been associated with vulvovaginal candidiasis in anecdotal reports and occasionally in clinic-based studies, but none of these associations has been conclusive. 5'6 To determine the age distribution of first onset in young women and to examine possible associations of this condition with sexual activity, contraceptive practices, and demographic characteristics, we conducted two mailed crosssectional surveys of students at a large university. This is the first populationbased study to address the age distribution of first onset and one of the few to examine possible risk factors for vulvovaginal candidiasis.
Methods
Survey recipients were randomly selected from all female students registered at the University of Michigan in the fall terms of 1992 and 1993, stratified by year in school (four undergraduate years plus graduate students). Of those selected, 952 of 1000 in 1992 and 979 of 1050 in 1993 had correct local addresses, with 603 (63.3%) responding in 1992 and 458 (46.8%) in 1993. Graduate students were slightly more likely to respond than undergraduates. Of the 1061 respondents, 34 had data missing for multiple variables and were excluded, leaving a final sample size of 1027. All survey recipients received an explanatory letter, a return envelope, a small incentive, and an anonymous questionnaire asking about their history of clinically diagnosed vulvovaginal candidiasis, demographic characteristics, past sexual activities, and use ofvarious contraceptives. The University of Michigan School of Public Health Human Subjects Review Committee approved both studies.
The Kaplan-Meier method,7 along with 95% Hall-Wellner confidence bands,8
